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PROGRESS OF MEDICAL SCIENCE. 


symptoms. The face was intact, but the tongue was affected. The onset 
was accompanied by acute pain, little alteration of objective sensibility 
being observed. Marked muscular atrophy and disappearance of faradic 
contractility followed. There was also present some irregularity of the 
sphincters. The malady was at its height in three weeks and remained 
stationary two months, when the paralysis began to amend. Phthisis set in 
and death followed three months after onset of paralysis. 

The diagnosis of either acute polyneuritis, general acute anterior paralysis, 
or of diffuse central myelitis was made. Although these affections are diffi¬ 
cult to separate, yet the acute pains and rapid extension of the paralysis to 
the limbs, trunk, and tongue, without any accident menacing the life of the 
patient, indicate peripheral neuritis. 
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Extirpation of the Urethra for Carcinoma. 

ZWEIFEL (CcnlralblaltJurOynakologte, 1894, No. 1) presented a patient 
before the Leipzig Obstetrical Society upon whom he had operated success¬ 
fully for cancer involving the urethra. The woman, aged thirty-eight years, 
had been declining in health for a long time, although the local symptoms 
were of only a few months’ standing, t. e., dyspareunia and pain on urination. 
She had had no hemorrhage. On examination, the meatus was found to be 
encircled by a fungoid ulcerating growth, which also involved the clitoris; a 
specimen removed by the curette was examined microscopically, and was 
found to be epithelioma. 

The operation was as follows: A circular incision was first made around the 
urethra, then symphysiotomy was performed, a chain-saw being required to 
separate the bones. The urethra was freed from its attachments, and the crura 
of the clitoris were dissected out as far as their attachment to the bone. The 
urethra was then split, in order to determine the exact extent of the disease, 
which was found to involve the sphincter vesica; and a portion of the posterior 
wall of the bladder. The ureters were located by palpation, as their openings 
could not be identified. The diseased tissue was excised a little at a time, 
as it was necessary to stop at intervals and apply ligatures, on account of the 
profuse hemorrhage. The bladder was closed by a double row of sutures. In 
order to remove the entire urethra and clitoris, the anterior vaginal wall was 
divided transversely, and the hemorrhage was controlled temporarily by sutur¬ 
ing the edges of the wound with continuous catgut. The symphysis was then 
united with wire, and the external wound was closed. 

An artificial urethra was next constructed in the following manner: The 
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abdomen was opened by a median incision just above the symphysis, when 
the uterus was found to be fixed in a position of retroflexion (with adhesion of 
the left tube) in such a way as to exert traction on the bladder. The adhe¬ 
sions were separated, a small incision was made in the posterior wall of the 
bladder, and a rubber drainage-tube was inserted, stitched into the opening, 
and carefully surrounded with peritoneum. The tube was isolated from the 
general peritoneal cavity by drawing the omentum down beneath the vesical 
opening. The abdominal wound was closed in the usual way, the tube 
(furnished with a stopcock) being allowed to protrude from its lower angle. 
The large cavity left behind and below the symphysis was tamponed with 
sterilized gauze, and the cleft in the anterior commissure of the vulva was 
sutured. The hips were encircled with wide strips of plaster, as after a puer¬ 
peral symphysiotomy. 

The patient’s convalescence was uninterrupted. Thesutures in the bladder 
held perfectly, and the viscus was emptied at regular intervals through the 
tube, the patient soon learning how to attend to it, opening the stopcock 
whenever she felt discomfort. She was discharged having a depressed cicatrix 
below the symphysis, but with the vaginal wound entirely closed by granula¬ 
tion, the vagina being of normal length. 

[We have reported this operation at some length, because it seems to us a 
triumph of urethral surgery, only second to Pawlik’s case of resection of the 
entire bladder for malignant disease.—H. C. C.] 

The Abdominal Incision in Cceliotomy. 

Abel (fWrf.) claims that he always avoids ventral hernia by adopting the 
following technique: Instead of the median incision he makes one through 
the skin half an inch to the left of the linea alba. Exposing the sheath of 
the rectus, he opens it by a small incision and penetrates the muscle by blunt 
dissection until the posterior layer of fascia is felt, which is incised between 
forceps, as well as the peritoneum. The wound is then enlarged with angu¬ 
lar scissors. In suturing no attempt is made to secure exact apposition of 
the edges. Previous to inserting the sutures the torn muscle is cleansed with 
a five per cent solution of carbolic acid. From two to four deep sutures are 
introduced an inch from the edge of the wound, the edges of the skin being 
approximated with superficial sutures. A firm cicatrix results, and hernia 
has not been noted in any of the writer’s cases. 

Endometritis Exfoliativa. 

Feakque (Zeitschri/t fur Gtb. «. Qynakol., Band xxvii., Ileft 1), after a 
careful study of this subject, arrives at the conclusion that in many cases the 
microscope alone does not furnish aid in making a positive diagnosis between 
early abortion, extra-uterine pregnabcy, and membranous dysmenorrhcea. 

Enteroptosis (Glenard’s Disease) in its Relation to Gynecology. 

Meinert (Centralblattfur Gynakologie, 1893, No. 42) makes the sweeping 
assertion that probably the majority of gynecological patients suffer from 
prolapse of the gastro-intestinal tract. Movable kidneys and retroflexion of 



